In patients with chemosensory complaints, a head-to-head comparison of unilateral olfaction threshold testing with the Phenyl Ethyl Alcohol Smell Threshold Test (PEA) and the OLFACT-RL Odor Threshold Test (OLFACT-RL) was undertaken. The charts of 23 consecutive patients presenting with chemosensory complaints seen at the Smell and Taste Treatment and Research Foundation were reviewed and information extracted per Institutional Review Board guidelines. All patients had undergone olfactory testing with the PEA test and the OLFACT-RL test in accordance with their published administration manuals. Using Spearman correlation coefficients to measure the statistical correlation between tests, we found evidence of a correlation between PEA and OLFACT-RL values on the left side only, overall (r = 0.49, p = 0.0184); in those who had hyposmia and did not have anosmia (r = 0.42, p = 0.0668); in those who did not have burning mouth syndrome (r = 0.46, p = 0.0304); and in those who did not have dysosmia (r = 0.47, p = 0.0553). There is no evidence of a correlation on the right side. The correlation for the left nostril suggests that these tests may be interchangeable. However, lack of correlation with the right nostril requires further investigation.
Introduction
Unlike the Snellen chart, which is standardized and universally used by physicians to assess visual acuity, myriad olfactory tests exist to assess cranial nerve I function. 1 These exist in the realm of tests of hedonics, intensity, identification, memory, threshold, and retronasal smell.
Formalized chemosensory tests used clinically include: tests of identification (University of Pennsylvania Smell Identification Test, Quick Smell Identification Test, Pocket Smell Identification Test, Brief Smell Identification Test, and Sniffin' Sticks); tests of detection (Phenyl Ethyl Alcohol Smell Threshold Test [PEA; Sensonics, Inc.; Haddon Hts., N.J.], Sniffin' Sticks, and Alcohol Sniff Test); and Jelly Bean Difference Test. [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] Despite the existence of such an array of tests, the clinical utilization of such is marginal. Hirsch et al found, for instance, that among hospitalized patients, less than 1% of those whose disease states warranted olfactory testing were assessed for olfactory ability. 16 Nevertheless, olfactory function tests have been utilized clinically since before the Civil War. Part of the reason for the lack of testing may be due to the relative difficulty in performing such tests. 17 Currently, a widely available threshold olfactory test, PEA, determines the unilateral olfactory threshold to phenyl alcohol. 18 However, the nature of this test, which utilizes a squeeze bottle presentation, requires a trained examiner's precious time.
A newer test of olfactory threshold is the OLFACT-RL Odor Threshold Test (Osmic Enterprises; Cincinnati, Ohio). 19 This is a unilateral olfactory test in which olfactory function is assessed with butanol. This test can be self-performed or administered by an examiner. It is directed by computer prompts and uses a single staircase detection threshold procedure, similar to that of the PEA. 
Patients and methods

Results
Using Spearman correlation coefficients to measure the statistical correlation between tests, there is evidence of correlation between PEA and OLFACT-RL values on the left side only, overall (r = 0.49, p = 0.0184); in those who have hyposmia and do not have anosmia (r = 0.42, p = 0.0668); in those who do not have burning mouth syndrome (r = 0.46, p = 0.0304); and in those who do not have dysosmia (r = 0.47, p = 0.0553). There is no evidence of correlation on the right side (table) .
Discussion
Although PEA and OLFACT-RL results correlated on the left nostril but not on the right nostril, the mecha-nism for such a discrepancy is unclear. The left nostril olfactory threshold correlation was expected because these tests evaluate the same physiologic function, utilizing different odorants and procedures (manual versus computerized). The lack of correlation in the right nostril came as a surprise, however. This lack of correlation might have been due to the testing protocol. Specifically, in both techniques the left nostril is tested first, followed by the right nostril.
Since testing takes about a quarter of an hour with each nostril, it could be that by the time the second nostril was tested, the subject's attention was waning, leading to less reliable and more variable results.
In theory, such unreliability should manifest equally in both testing devices; it is unclear why it did not. Given the discrepancy, a follow-up question would be: Which testing device is more accurate in assessing the right nostril? At this moment that is unknown. Perhaps through testing a greater number of subjects or through using more tests (e.g., Sniffin Sticks, Alcohol Sniff Test), this HIRSCH, ROUSSOS, FREELS can be ascertained. Alternatively, switching protocol such that testing the right nostril is performed first may reveal whether the discrepancy is due to mental fatigue.
In conclusion, the correlation for the left nostril suggests that these tests may be interchangeable. However, lack of correlation with the right nostril requires further investigation.
